Results: There was no adverse effects 01 angina during nicorandil stress MCE in any patients. Prediction rate by the nicorandil stress MCE (303 regions) and MRI of critical stenosis (70% in QCA) were 79% and 89% in sensitivity, 96% and 96% in specificity, and 91% and 93% in accuracy, respectively. In a subgroup of multivessel disease (n=26), sensitivity, specificity and accuracy by MCE were 86%, 94%, and 88%, respectively.
Conclusion:
Nicorandil stress MCE and MRI are safe, useful and economical noninvawe techniques to assess myocardial regional perfwon in patients with AP Including unstable AP, especially associated with multwessel lesions.
11:15a.m. We used dipyridamole stress to test the hypothesis that myocardial contrast echocardiography (MCE)is superior to 99mTc single photon emtssion computed tomography (SPECT) for the detection of coronary artery disease (CAD).
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Myocardial Contrast Echocardiography Is Superior to
Methods:
Fifty-five patients with no previous myocardial infarction underwent MCE (during continuous infusion of Sonazoid) and SPECT and were compared to quantitative coronary angiography (CAD was defined as >50% stenosis). Each patient was also examined for the anterior and posterior circulations. All images were analysed blindly and separately at non-recruiting centres.
Results: On a coronary circulation basis (n=i to). the sensitivity for MCE was significantly greater than that of SPECT for the detection of CAD (86% vs 43% p<O.OOOl). The speciflclty of MCE and SPECT. however, were similar (88% and 93%, p=NS). Similarly, on a patient basis, the sensitivity of MCE was sigmficantly greater than that of SPECT for the detection of CAD (83% vs 49%. ~~0.05) wth no significant differences m specificities. Furthermore. sensitivity of MCE was significantly (p<O.Ol) superior to SPECT for every level of coronary stenosis (50-75%, 76.90% z-90%). Five years ago we started our experience in humans testing different protocols (vatying the stressor agents, the ultrasound technologies and PESDA administratlon) in 160 pts with confirmed coronary artery disease (CAD). Due to our initial results we decided by the Adenosine Contrast Echocardlography (ACE) protocol. It is performed with continuous infusw+ (1-2 ml/m) of PESDA associated with triggered (fixed 1:l) 2nd harmonic imaging technology, at rest and after a bolus injection of adenosine (ADN). The aim was to report the safety, tolerance and results of this protocol in the clinical scenario of CAD.
Conclusion
Methods: 1750 consecutive pts (1085 male, 12 to 91 years), were submitted to the ACE protocol to investigate myocardial perfusion. At least 1 ampoule of 2ml16mg of ADN was used for each echocardiographic view. Images were obtained at the standard aptcal 4.
chamber and a-chamber views. Myocardial perfusion was visually analyzed (2 Independent investigators) in 3 perfusion beds (LAD, RCA and Cx arteries).
Results. The ACE studies were interpretable for all perfusion beds in 1735 pts (99%).
PESDA infusion produced myocardial contrast and ADN bolus injectlon enhanced it further in at least 1 LV segment wall in all pts. 980 pts (56%) required 1 amp of ADN per view to achieve further increment of the wall contrast. 525 pts (30%) and 245 pts (14%) required 2 and 3 amp respectively to obtain the same result. A transient, asymptomatic 3rd degree AV block lasting less than 10s was noted in 31, 49 and 130 pts who had 1, 2 or 3 amp of ADN respectively (total of 210 pts-12% wall thickening were assessed quantitatively in 1092 segments. In a subgroup of patients who had nuclear imaging, accuracy of the 2 modalities were compared.
Results: Table
Slightly higher quantitative scores were obtained with real-time power modulation. Apical bubble destruction within cavity was minimal with power modulation. Likewise, swirling effects that interfere with lateral borders were minimized with Real Time power modulation. However, there was no significant difference between the 2 modalities with respect
